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Abstract
Purpose: Thoracoscopic lobectomy in infants requires advanced minimally invasive skills. Simulation-based
education has the potential to improve complex procedural skills without exposing the patient to undue risks.
The study purposes were (1) to create a size-appropriate infant lobectomy simulator and (2) to evaluate validity
evidence to support or refute its use in surgical education.
Materials and Methods: In this Institutional Review Board-exempt study, a size-appropriate rib cage for a 3-
month-old infant was created. Fetal bovine tissue completed the simulator. Thirty-three participants performed
the simulated thoracoscopic lobectomy. Participants completed a self-report, 26-item instrument consisting of
25 4-point rating scales (from 1= not realistic to 4 = highly realistic) and a one 4-point Global Rating Scale.
Validity evidence relevant to test content and response processes was evaluated using the many-facet Rasch
model, and evidence of internal structure (inter-item consistency) was estimated using Cronbach’s alpha.
Results: Experienced surgeons (observed average= 3.6) had slightly higher overall rating than novice surgeons
(observed average= 3.4, P = .001). The highest combined observed averages were for the domain Physical
Attributes (3.7), whereas the lowest ratings were for the domains Realism of Experience and Ability to Perform
Tasks (3.4). The global rating was 2.9, consistent with ‘‘this simulator can be considered for use in infant
lobectomy training, but could be improved slightly.’’ Inter-item consistency for items used to evaluate the
simulator’s quality was high (a= 0.90).
Conclusions: With ratings consistent with high physical attributes and realism, we successfully created an
infant lobectomy simulator, and preliminary evidence relevant to test content, response processes, and internal
structure was supported. Participants rated the model as realistic, relevant to clinical practice, and valuable as a
learning tool. Minor improvements were suggested prior to its full implementation as an educational and testing tool.
Introducion
Despite several studies illustrating the safety andefficacy of thoracoscopic lobectomy for congenital
pulmonary malformations, the procedure has not yet gained
wide acceptance among general pediatric surgeons.1–6 Sev-
eral reasons for the slow implementation of thoracoscopic
lobectomy have been postulated, including the small working
space of the infant thorax, inadequate or size-inappropriate
instrumentation, lack of reliable single-lung ventilation
strategies, and fears of catastrophic hemorrhage.1,3,7 Ad-
ditionally, several authors have commented on the learning
curve of the procedure, based on an inverse relationship be-
tween number of procedures and operative times.1,3 Adult
video-assisted thoracoscopic surgery (VATS) lobectomy
studies have estimated the learning curve to be somewhere
between 20 and 50 cases.8–10 Perhaps more interesting is the
recent case estimate for proficiency in VATS lobectomy, as
defined by efficient and consistent performance, as occurring
somewhere between 100 and 200 cases.11 Given the low in-
cidence of congenital pulmonary malformations, these case
numbers may well be unattainable by a vast majority of pe-
diatric surgeons. Therefore, alternate strategies need to be
explored for overcoming the inherent limitations of a learn-
ing curve, in an environment that maximizes both physician
performance and patient safety.
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Ericsson12 identified deliberate practice in domain-specific
activities and challenging the status quo as the two most
consistent behaviors of expert performers. In the develop-
ment of expert surgical performance, domain-specific activ-
ities that have similar cognitive, technical, and nontechnical
challenges are exceedingly difficult to find outside of the
index procedure. Fortunately, innovative strategies for sim-
ulation-based education have emerged to meet a surgeon’s
need for domain-specific activities and a challenging envi-
ronment.
Meyerson et al.13 created a novel adult VATS lobectomy
simulator using a box and a ‘‘blood’’-infused heart/lung
block of explanted porcine tissue. Data demonstrate that the
VATS lobectomy simulator reliably discriminated between
different learner groups and was a useful educational tool for
teaching VATS lobectomy to general surgery residents.14,15
In our laboratory, we used similar principles to create several
hybrid neonatal simulators for rare congenital anomalies,
including esophageal atresia with tracheoesophageal fistula,
duodenal atresia, and diaphragmatic hernia.16–19 In this work,
we sought to develop and evaluate a novel hybrid simulator
that replicates the cognitive, technical, and nontechnical skill
challenges of performing a thoracoscopic lobectomy in an
infant. The purposes of this study were (1) to create a real-
istic, size-appropriate infant lobectomy simulator and (2) to
evaluate three levels of validity evidence—test content, re-
sponse processes, and internal structure—to support or refute
its use in pediatric surgical education.
Materials and Methods
Study setting
After review and exempt determination by Ann and Robert
H. Lurie Children’s Hospital of Chicago Institutional Review
Board, data were collected during an advanced minimally
invasive skills course offered in Chicago, IL. In total, 33
pediatric surgeons contributed to this study. Participants were
categorized as ‘‘experienced’’ or ‘‘novice,’’ based on self-
reported experience with thoracoscopic lobectomy: 11 sur-
geons were identified as ‘‘experienced,’’ having a mean of 13
(range, 4–50) self-reported thoracoscopic lobectomies; 20
surgeons were identified as ‘‘novice,’’ having a mean of 2
(range, 0–3) self-reported thoracoscopic lobectomies; and 2
participants did not report prior experience with thoraco-
scopic lobectomy.
Simulator
Literature review and computed tomography images were
used to create computer-aided design drawings of an infant
chest. The left side of the chest was then selectively con-
verted into a three-dimentional printing file appropriate for
rapid prototyping machinery. The left side of the ribcage was
printed in acrylonitrile-butadiene-styrene plastic on a fused-
deposition printer and then embedded in a base of platinum-
cured silicone (Fig. 1). A mediastinal block of second-trimester
fetal bovine tissue (Animal Technologies, Irvine, TX) was
then surgically modified for use in the simulator. The left
pulmonary artery and vein were selectively injected with
‘‘blood’’ (diluted ketchup solution), as previously described
by Meyerson et al.,13 and the tissue was positioned in the
simulator (Fig. 2). Participants were provided with 3-mm
instruments and a 4-mm telescope (Karl Storz Endoscopy-
America, Segundo, CA) and a 3-mm vascular sealing device
( Just Right Surgical, Boulder, CO) for completion of a left
lower lobe lobectomy. The anatomic relationships among the
bovine pulmonary artery, left lower lobe bronchus, and
pulmonary vein are the same as the left lower lobe in infants.
The only relevant anatomic difference with the bovine lung
tissue is the lack of a complete major fissure, necessitating
completion of the fissure prior to dissection of the vessels and
bronchus.
Measures and rating procedures
All participants completed a self-report survey following
their experience with the simulator. The 26-item survey
consisted of 25 4-point rating scales measuring six domains
(Physical Attributes, Realism of Materials, Realism of Ex-
perience, Ability to Perform Task, Value, and Relevance) and
one 4-point Global Rating Scale to measure participants’
overall impression of the simulator.
FIG. 1. Three-dimensional printed, composite, left-sided
infant ribcage for use in a simulated thoracoscopic lobec-
tomy procedure.
FIG. 2. Internal view of a simulated infant thoracoscopic
lobectomy.
430 BARSNESS ET AL.
D
ow
nl
oa
de
d 
by
 U
ni
ve
rs
ity
 o
f M
ic
hi
ga
n 
e-
jou
rna
l p
ack
ag
e f
rom
 on
lin
e.l
ieb
ert
pu
b.c
om
 at
 12
/08
/17
. F
or 
pe
rso
na
l u
se 
on
ly.
 
Analyses
In order to evaluate validity evidence, we used the Stan-
dards for Educational and Psychological Testing (Standards),
the guide developed jointly by American Education Research
Association, the American Psychological Association, and
the National Council on Measurement in Education.20 The
current Standards framework identified five different sources
of validity evidence: (a) test content, (b) internal structure, (c)
response processes, (d) relationships to other variables, and
(e) consequences of testing. We used this work to evaluate
three sources of validity evidence—test content, response
processes, and internal structure.
To analyze validity evidence from the three sources, we
used methods from both modern measurement and classical
test theories. To analyze validity evidence relevant to test
content, we used a Rasch model to analyze the subjective
measures from the self-report survey, focusing on two Rasch
indices—observed averages and point-measure correlation
statistics.21 For the purpose of this study, high observed av-
erages from the survey suggest high perceived value for the
simulator, whereas positive point-measure correlations for
the survey attest to the ‘‘psychometric soundness’’ of the
items in each instrument. Once established, these conditions
support the assumption that participants’ ratings reflect the
intended concepts—perceived value of the simulator and
quality of performance during a lobectomy. To evaluate va-
lidity evidence relevant to response processes, we examined
rating differences across participants’ experience levels using
a many-facet Rasch model. Analyses were performed using
the Facets software version 3.68 (Linacre 2011). To evaluate
validity evidence relevant to internal structure, we estimated
inter-item consistency using Cronbach’s alpha. Statistical
analysis was performed using IBM SPSS statistical software
(version 22.0; IBM Corp., Armonk, NY).
Results
Evidence relevant to test content
Observed averages. For the survey items, the combined
observed averages of the six domains were 3.7 (Relevance to
Practice), 3.7 (Physical Attributes), 3.6 (Value), 3.5 (Realism
of Materials), 3.4 (Realism of Experience), and 3.4 (Ability
to Perform Task). Closer examination indicated the highest-
rated items from the survey were ‘‘Physical attributes—chest
circumference and chest depth’’ (3.8), ‘‘Physical attributes—
intercostal space’’ (3.7), ‘‘Value of the simulator as a training
tool’’ (3.8), and ‘‘Relevance to practice’’ (3.8), whereas the
lowest ratings were associated with ‘‘Realism of materials—
mediastinum’’ (3.2) and ‘‘Ability to perform tasks—dissection/
ligation of pulmonary artery and vein’’ (3.3). The observed
average of the global opinion ratings was 2.9 (out of 4.0),
indicating that, on average, participants believed the thor-
acoscopic lobectomy simulator ‘‘could be considered for
training, but could be improved slightly.’’
Table 1. Observed Ratings in the Two Surgeon Groups Across Six Domains and 26 Items
Mean rating
Domain Item
Novice
(n = 20)
Experienced
(n = 11) P value
Physical Attributes
(average = 3.7)a
1. Chest circumference 3.9 3.8 .66
2. Chest depth 3.8 3.8 .91
3. Intercostal space 3.7 3.7 .88
4. Landmark tactility, scapula 3.5 3.5 .93
5. Landmark visualization, scapula 3.4 3.5 .86
6. Scale of tissue within chest 3.6 3.8 .008
Realism of Materials
(average = 3.5)a
7. Overall realism 3.5 3.8 .008
8. Skin 3.5 3.6 .25
9. Ribs 3.6 3.8 .06
10. Lung 3.2 3.7 .59
11. Mediastinum 3.1 3.6 .60
Realism of Experience
(average = 3.4)a
12. Chest wall resistance 3.0 3.6 .65
13. Realism of anatomy 3.2 3.4 .46
14. Realism of the arterial dissection/ligation 3.4 3.6 .20
15. Realism of the bronchial dissection/ligation 3.4 3.5 .94
16. Realism of the vein dissection/ligation 3.3 3.5 .42
17. Expected experience 3.3 3.6 .43
Ability to Perform Tasks
(average = 3.4)b
18. Acquisition of target trocar sites 3.4 3.5 .82
19. Safe placement of trocars 3.6 3.6 .54
20. Completion of the fissure 3.5 3.2 .06
21. Dissect/ligate artery and vein 3.2 3.3 .67
22. Dissect/ligate bronchus 3.4 3.4 .09
Value (average = 3.7)c 23. Value as a training tool 3.7 3.9 .003
24. Value as a testing tool 3.5 3.5 .77
25. Relevance to practice 3.7 3.8 .02
Overall rating (average = 2.9) 26. Global assessment 3.0 2.8 .02
aWhere 3 = adequate realism as is, but could be improved.
bWhere 3 = difficult to perform.
cWhere 3 = some value.
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Point-measure correlations. For the survey, all of the 26
items had positive point-measure correlations (range, 0.36–
0.76). This indicates that each item of the survey contributed
useful information to the construct as a whole.
Evidence relevant to response processes
Experienced surgeons (observed average = 3.6) had
slightly higher overall ratings than novice surgeons (observed
average = 3.4) (P= .001). Although practically minor, rating
differences across experienced and novice surgeons did re-
quire deeper examination (Table 1). When participant groups
(experienced versus novice) were individually examined,
four items were ranked higher by the experienced surgeons:
‘‘Physical attributes—scale of tissue within the chest’’ (3.8
versus 3.6, P = .008), ‘‘Overall realism of materials’’ (3.8
versus 3.5, P= .008), ‘‘Value as a training tool’’ (3.9 versus
3.7, P = .003), and ‘‘Relevance to practice’’ (3.8 versus 3.7,
P = .02). No detectable differences existed between partici-
pant group responses for the other 21 items. Although ex-
perienced surgeons’ global rating (2.9) was slightly lower
than novices’ rating (3.0) (P = .02), the difference was prac-
tically insignificant.
Examination of item outfit statistics indicated acceptable
variability for 22 out of the 24 items (Outfit mean square,
< 1.5). The item outfit statistic for ‘‘Realism of experience—
chest wall resistance’’ was 1.65, indicating higher variability
in responses than was expected. The item outfit statistic for
‘‘Relevance to practice’’ was very high (Outfit mean square,
4.13), indicating extreme variability in this specific item.
Inconsistencies may highlight problematic response patterns
such as carelessness, or item bias that can interfere with the
measurement of the construct that is intended.
Evidence relevant to internal structure
Inter-item consistency estimates of the 21 items relevant to
simulator quality (items 1–17, 23–26; a = 0.92) and of the five
items relevant to participants’ ability to perform the critical
tasks using the simulator (items 18–22; a = 0.90) were esti-
mated to be high. This index offers a measure of control and,
when adequately high, indicates these assessment items are
grouped appropriately and measure the same general con-
struct. This allowed us to make inferences from our findings
with a high degree of confidence and offers evidence of in-
ternal structure.
Discussion
In the adult surgical literature, several studies have dem-
onstrated that simulation-based surgical education leads to
improved operative performance, decreased operating times,
fewer errors, and improved operative decision-making.22–25
Unfortunately, similar data do not exist for general pediatric
surgery. A significant barrier to the acquisition of these data is
the lack of relevant and realistic simulators that are able to
address the unique needs of a pediatric surgical trainee. Ad-
ditionally, the advanced technical proficiency of novice pe-
diatric surgeons necessitates a much more comprehensive
simulation experience to provide a challenging learning en-
vironment. To that end, we sought to create a size-appropriate
infant lobectomy simulator and evaluate three levels of va-
lidity evidence—test content, response processes, and inter-
nal structure—to support or refute its use in pediatric surgical
education.
Initial validity evidence suggests that our hybrid thoraco-
scopic lobectomy simulation model is relevant to clinical
practice, is valuable as an educational tool, and realistically
recreates the relevant size and anatomic features of a thor-
acoscopic lobectomy in an infant. These findings are sup-
ported by high observed averages across all domains, positive
point-measure correlations for all items, and high estimates
of internal consistency across all quality measures of the
simulator. These results support validity evidence relevant to
test content, response processes, and internal structure, as
defined by the Standards for Educational and Psychological
Testing.20
The strongest domain was Value, with ‘‘Value as a training
tool’’ scoring the highest of all items on the survey. This
finding strongly supports our ultimate development goal, to
create a simulator that is useful for pediatric surgical educa-
tion. It is also consistent with some of our previous work
evaluating a thoracoscopic esophageal atresia/tracheoesopha-
geal fistula repair simulator, for which ‘‘Value as a training
tool’’ was similarly rated highly by participants.18 Participant
selection bias may be present in the rating for this particular
domain, given that these data were collected during a course
for advanced minimally invasive surgery for pediatric surgical
trainees. However, previous esophageal atresia/tracheoeso-
phageal fistula data collection at a national pediatric surgery
meeting had similarly high Value rankings, without partici-
pants being enrolled in an educational course.18
Ratings in the Physical Attributes domain were also high
across all items measured, especially the attributes of the
synthetic ribcage and resultant space with the infant chest.
These findings were consistent with our expectations, given
that exact measurements were taken of infant ribcages to
arrive at the final dimensions of the chest. Perhaps the more
valuable finding is that ‘‘Scale of the tissue inside the chest’’
was also highly rated. Although the tissue comes from a
second-trimester fetal calf, there is a range of calf sizes
during the second trimester of a bovine pregnancy. Yet, de-
spite the variability, the tissue appears to be appropriate to the
infant thorax dimensions. The scale of the tissue was also one
of three items where experienced surgeons rated the item
higher than novice surgeons. These findings further support
the high realism of the simulator’s physical attributes, as
experienced surgeons would be expected to be able to make
more accurate comparisons with infants undergoing a thor-
acoscopic lobectomy.
The Realism of Experience and Ability to Perform Tasks
were the lowest rated of all of the domains. There are several
factors that may account for these findings. First, bovine lung
anatomy is notable in that it lacks a complete fissure sepa-
rating the lower lobe from the upper lobe and lingular seg-
ment. Second, the vascular supply and bronchus to the
lingular segment branch off within 1–2 cm of the first bran-
ches of the lower lobe. Although these two findings are not
outside the realm of human anatomic variation, they are not
commonly encountered in infants. Second, the pulmonary
vein of the bovine tissue appears to be more fragile than the
pulmonary vein in infants. Many novice participants strug-
gled with the vein dissection, encountering ‘‘bleeding’’ (ex-
travasation of ketchup from the lumen of the vein) during
attempts to dissect out individual branches. Although these
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anatomic variations and vessel fragility are not entirely
consistent with the majority of lobectomies in infants, they do
create a more challenging operation for the learners. Taken in
the context of the observations of Ericsson12 on expert per-
formance, ‘‘challenging the status quo’’ is one of the be-
haviors most commonly identified among experts in any
given domain. Although serendipitous, the anatomic varia-
tions are ideal for an educational tool to be used by even the
most experienced of learners. Additionally, most would ar-
gue that learning to take extreme care during the dissection of
the pulmonary vein can only be a good skill to learn early in
the course of the learning curve for thoracoscopic lobectomy.
The final factor affecting Realism of Experience and Ability
to Perform Tasks was not specifically queried on the survey.
However, participant comments noted that the position of
the tissue within the space was too inferior and that the tissue
was not well stabilized within the model. These are important
design flaws as they could lead to learned behaviors that are
not advantageous, or even safe, in the operating room. Spe-
cifically, trainees may learn to place ports into lower inter-
costal spaces, which then might lead to safety and efficacy
concerns. Additionally, strategies for tissue retraction learned
in simulation may be ineffective or result in inadvertent organ
and tissue damage in the operating room. In these situations,
deliberate practice of incorrect or flawed techniques could
lead to worse patient outcomes, rather than improved quality
and safety.
Finally, the global rating was 2.9, consistent with ‘‘this
simulator can be considered for use in infant lobectomy
training, but could be improved slightly.’’
We have addressed the above-mentioned design flaws with
significant structural modifications for future use, and the
survey has been modified to allow continued evaluation of
these quality measures of the simulator. Therefore, ongoing
evaluation of validity evidence will include these key struc-
tural refinements.
The final domain evaluated was Value. Experienced sur-
geons rated both ‘‘Relevance to practice’’ and ‘‘Value as a
training tool’’ higher than novice surgeons. Although statis-
tically significant, the difference between the two groups was
negligible. Yet, the overall perception of all participants is
that the model is not only valuable for training purposes, but
that it is relevant to their current or anticipated practice as a
pediatric surgeon. It should be noted that the item outfit
statistics for ‘‘Relevance to practice’’ did indicate significant
variability in responses. This is not unexpected, given that the
majority of participants were novice pediatric surgeons and
did not have a specific practice against which to accurately
compare the experience.
There are several limitations related to the interpretation
and applications of the findings presented in this study. First,
the data were collected during the course of the annual ad-
vanced minimally invasive surgery course offered to all pe-
diatric surgery trainees in the United States and Canada. The
‘‘experienced’’ group was composed of advanced, techni-
cally skilled minimally invasive surgeons who volunteer their
time every year to teach at the fellows’ course. Although
specific techniques and approaches to thoracoscopic lobec-
tomy may vary among surgeons, the mindset of all faculty
members is strongly focused on education. The relatively
homogeneous nature of the experienced group may have
decreased the variability of the ratings. Additionally, the
‘‘novice’’ group had a relatively narrow experience with in-
fant lobectomy, which may have limited their ability to ac-
curately evaluate the simulator. Expansion of the participant
groups outside of fellow educational courses will likely in-
crease the variability of ratings, thereby strengthening fu-
ture modifications to ensure broad applicability to all learner
groups. Finally, we have only begun to examine evidence
relevant to test content, internal structure, and response
processes. Validity evidence relevant to relationships to other
variables and consequences of testing has not yet been
evaluated.
Equally as important as the validity evidence are the bar-
riers to full implementation of the model as an educational
tool. We have not yet developed a comprehensive simulation-
based curriculum that addresses all issues of surgical com-
petency for thoracoscopic lobectomy. Key components of
such a curriculum would include (1) mandatory participation,
(2) proficiency-based milestones, (3) a distributed train-
ing schedule, and (4) some degree of overtraining.26 Ad-
ditionally, the cost of simulation-based training can be
high, including the costs of the models, instruments, and/or
equipment and personnel costs for comprehensive team
simulation. Also, dedicated faculty surgeons need to be
identified and trained in simulation-based educational prac-
tices, including (1) the provision of a safe and supportive
learning environment, (2) training in debriefing strategies
that facilitate performance improvement, and (3) education
on the principles of deliberate practice, proficiency-based
milestones, and objective assessments of performance.
Finally, patient-specific outcomes need to be measured in
the settings of conventional training and simulation enhanced
training. It is only through improved patient outcomes that
the value of simulation-based education can be fully realized.
Content validity, as evaluated in this study, is only the first of
many steps towards improving patient safety through simu-
lation. Subsequent work on patient-specific outcome mea-
sures will be difficult, given the rarity of so many of the
complex procedures performed by pediatric surgeons. Yet,
operations that are at high risk for perioperative adverse
events and are rare are perhaps best suited for simulation.
With multi-institutional commitment, rigorous study design,
and broad-based participation, these outcomes data are at-
tainable once sufficient validity evidence exists to support the
use of specific pediatric surgical simulation models.
In conclusion, we have successfully created a realistic and
relevant thoracoscopic infant lobectomy simulation model.
Initial validity evidence relevant to test content, response
processes, and internal structure supports further structural
refinement and the collection of additional validity evidence
from a refined model.
Acknowledgments
The authors would like to thank Northwestern Simulation
at Northwestern University Feinberg School of Medicine for
the continued support of our research. We would also like
to thank David Irvin, Manager of Simulation Operations,
Northwestern Simulation, for his never-ending enthusiasm
and commitment to the success of our educational research.
Finally, we would like to add a special thank you to Shari
Meyerson, MD, Division of Thoracic Surgery, Northwestern
University Feinberg School of Medicine, for the inspiration
INFANT THORACOSCOPIC LOBECTOMY SIMULATOR 433
D
ow
nl
oa
de
d 
by
 U
ni
ve
rs
ity
 o
f M
ic
hi
ga
n 
e-
jou
rna
l p
ack
ag
e f
rom
 on
lin
e.l
ieb
ert
pu
b.c
om
 at
 12
/08
/17
. F
or 
pe
rso
na
l u
se 
on
ly.
 
and the assistance with development of a pediatric lobectomy
model, using the techniques she had already perfected for
adult VATS-assisted lobectomy. Without Dr. Meyerson’s
seminal work in thoracic education, none of this work would
have been possible.
Disclosure Statement
No competing financial interests exist.
References
1. Kunisaki SM, et al. Thoracoscopic vs open lobectomy in
infants and young children with congenital lung mal-
formations. J Am Coll Surg 2014;218:261–270.
2. Diamond IR, et al. Thoracoscopic versus open resection of
congenital lung lesions: A case-matched study. J Pediatr
Surg 2007;42:1057–1061.
3. Seong YW, et al. Video-assisted thoracoscopic lobectomy
in children: Safety, efficacy, and risk factors for conversion
to thoracotomy. Ann Thorac Surg 2013;95:1236–1242.
4. Vu LT, et al. Thoracoscopic versus open resection for
congenital cystic adenomatoid malformations of the lung. J
Pediatr Surg 2008;43:35–39.
5. Azizkhan RG, Crombleholme TM. Congenital cystic lung
disease: Contemporary antenatal and postnatal manage-
ment. Pediatr Surg Int 2008;24:643–657.
6. Stanton M, et al. Systematic review and meta-analysis of
the postnatal management of congenital cystic lung lesions.
J Pediatr Surg 2009;44:1027–1033.
7. Flores RM, et al. Video-assisted thoracoscopic surgery
(VATS) lobectomy: Catastrophic intraoperative complica-
tions. J Thorac Cardiovasc Surg 2011;142:1412–1417.
8. Zhao H, et al. Video-assisted thoracoscopic surgery lo-
bectomy for lung cancer: The learning curve. World J Surg
2010;34:2368–2372.
9. Ra YJ, Ahn HY, Kim MS. Learning curve of a young
surgeon’s video-assisted thoracic surgery lobectomy during
his first year experience in newly established institution.
Korean J Thorac Cardiovasc Surg 2012;45:166–170.
10. Konge L, et al. No extensive experience in open procedures
is needed to learn lobectomy by video-assisted thoracic
surgery. Interact Cardiovasc Thorac Surg 2012;15:961–
965.
11. Li X, Wang J, Ferguson MK. Competence versus mastery:
The time course for developing proficiency in video-
assisted thoracoscopic lobectomy. J Thorac Cardiovasc
Surg 2014;147:1150–1154.
12. Ericsson KA. Deliberate practice and acquisition of expert
performance: A general overview. Acad Emerg Med 2008;
15:988–994.
13. Meyerson S, et al. An inexpensive, reproducible tissue
simulator for teaching thoracoscopic lobectomy. Ann Thorac
Surg 2010;89:594–597.
14. Meyerson SL, et al. Needs assessment for an errors-based
curriculum on thoracoscopic lobectomy. Ann Thorac Surg
2012;94:368–373.
15. Tong BC, et al. Validation of a thoracoscopic lobectomy
simulator. Eur J Cardiothorac Surg 2012;42:364–369; dis-
cussion 369.
16. Barsness KA, Rooney DM, Davis LM. Collaboration in
simulation: The development and initial validation of a
novel thoracoscopic neonatal simulator. J Pediatr Surg 2013;
48:1232–1238.
17. Barsness KA, Rooney DM, Davis LM. The development
and evaluation of a novel thoracoscopic diaphragmatic
hernia repair simulator. J Laparoendosc Adv Surg Tech A
2013;23:714–718.
18. Barsness KA, et al. Validation of measures from a thoraco-
scopic esophageal atresia/tracheoesophageal fistula repair
simulator. J Pediatr Surg 2014;49:29–32; discussion 32–33.
19. Hawkinson EK, Davis LM, Barsness KA. Design and de-
velopment of low-cost tissue replicas for simulation of rare
neonatal congenital defects. Stud Health Technol Inform
2014;196:159–162.
20. American Educational Research Association, American
Psychological Association, National Council on Measurement
in Education. Standards for Educational and Psychological
Testing. Washington, DC: American Educational Research
Association, 1999.
21. Wolfe ESJ, Smith EV Jr. Instrument development tools and
activities for measure validation using Rasch models: Part
II—Validation activities. J Appl Meas 2007;8:243–290.
22. Cook DA, et al. Comparative effectiveness of technology-
enhanced simulation versus other instructional methods: A
systematic review and meta-analysis. Simul Healthc 2012;7:
308–320.
23. Gurusamy KS, et al. Virtual reality training for surgical
trainees in laparoscopic surgery. Cochrane Database Syst
Rev 2009;(1):CD006575.
24. Sturm LP, et al. A systematic review of skills transfer after
surgical simulation training. Ann Surg 2008;248:166–179.
25. Sutherland LM, et al. Surgical simulation: A systematic
review. Ann Surg 2006;243:291–300.
26. Zevin B, Aggarwal R, Grantcharov TP. Surgical simulation
in 2013: Why is it still not the standard in surgical training?
J Am Coll Surg 2014;218:294–301.
Address correspondence to:
Katherine A. Barsness, MD
Division of Pediatric Surgery
Ann and Robert H. Lurie Children’s Hospital of Chicago
Box 63
225 East Chicago Avenue
Chicago, IL 60611
E-mail: kbarsness@luriechildrens.org
434 BARSNESS ET AL.
D
ow
nl
oa
de
d 
by
 U
ni
ve
rs
ity
 o
f M
ic
hi
ga
n 
e-
jou
rna
l p
ack
ag
e f
rom
 on
lin
e.l
ieb
ert
pu
b.c
om
 at
 12
/08
/17
. F
or 
pe
rso
na
l u
se 
on
ly.
 
This article has been cited by:
1. Deie Kyoichi, Ishimaru Tetsuya, Takazawa Shinya, Harada Kanako, Sugita Naohiko, Mitsuishi Mamoru, Fujishiro Jun, Iwanaka
Tadashi. 2017. Preliminary Study of Video-Based Pediatric Endoscopic Surgical Skill Assessment Using a Neonatal Esophageal
Atresia/Tracheoesophageal Fistula Model. Journal of Laparoendoscopic & Advanced Surgical Techniques 27:1, 76-81. [Abstract]
[Full Text HTML] [Full Text PDF] [Full Text PDF with Links]
2. Schwab Ben, Rooney Deborah M., Hungness Eric S., Barsness Katherine A.. 2016. Preliminary Evaluation of a Laparoscopic
Common Bile Duct Simulator for Pediatric Surgical Education. Journal of Laparoendoscopic & Advanced Surgical Techniques 26:10,
831-835. [Abstract] [Full Text HTML] [Full Text PDF] [Full Text PDF with Links]
3. Gause Colin D., Hsiung Grace, Schwab Ben, Clifton Matthew, Harmon Carroll M., Barsness Katherine A.. 2016. Advances in
Pediatric Surgical Education: A Critical Appraisal of Two Consecutive Minimally Invasive Pediatric Surgery Training Courses.
Journal of Laparoendoscopic & Advanced Surgical Techniques 26:8, 663-670. [Abstract] [Full Text HTML] [Full Text PDF] [Full
Text PDF with Links]
4. Satoshi Ieiri, Takahiro Jimbo, Yuta Koreeda, Satoshi Obata, Munenori Uemura, Ryota Souzaki, Yo Kobayashi, Masakatsu G.
Fujie, Makoto Hashizume, Tomoaki Taguchi. 2015. The effect of forceps manipulation for expert pediatric surgeons using an
endoscopic pseudo-viewpoint alternating system: the phenomenon of economical slow and fast performance in endoscopic surgery.
Pediatric Surgery International 31:10, 971-976. [CrossRef]
D
ow
nl
oa
de
d 
by
 U
ni
ve
rs
ity
 o
f M
ic
hi
ga
n 
e-
jou
rna
l p
ack
ag
e f
rom
 on
lin
e.l
ieb
ert
pu
b.c
om
 at
 12
/08
/17
. F
or 
pe
rso
na
l u
se 
on
ly.
 
